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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE THIRD MEETING OF THE 
CARDIOTHORACIC ADVISORY GROUP SHARED ISSUES MEETING HELD AT 

12:45PM TO 3PM ON TUESDAY 23RD SEPTEMBER, 2014 
AT THE FRIENDS HOUSE, EUSTON ROAD, LONDON   

 
PRESENT: Mr S Tsui, Chair 
 Dr M Al-Aloul, Chest Physician, Wythenshawe Hospital, Manchester 
 Mr N Al-Attar, Surgeon, Golden Jubilee Hospital, Glasgow 
 Ms T Baker, Transplant Business Manager, Harefield Hospital, Middlesex 
 Dr N Banner, Cardiologist, Harefield Hospital, Middlesex 
 Dr M Burch, Cardiologist, Great Ormond Street Hospital, London 
 Dr M Carby, Chest Physician, Harefield Hospital, Middlesex 
 Ms K Collins, NHS National Services, Scotland 
 Prof J Dark, ODT National Clinical Lead for Governance and Organ Utilisation,  
    ODT, NHSBT (and deputising for Prof J Neuberger) 
 Mr A Hudson, Head of Information Services, ODT 
 Dr E Jessop, Medical Adviser, NHS England 
 Dr R Kirk, Consultant Paediatric Cardiologist & Transplant Physician, 
    Freeman Hospital, Newcastle (Deputising for Mr A Hasan) 
 Dr J Lannon, Statistics & Clinical Studies, NHSBT 
 Ms L Logan, Regional Manager, Organ Donation Services, ODT 
 Mr J Mascaro, Surgeon, Queen Elizabeth Hospital, Birmingham 
 Mrs J Nuttall, Recipient Co-ordinator Lead, Wythenshawe Hospital, Manchester  
 Dr J Parameshwar, Cardiologist, Papworth Hospital, Cambridge 
 Dr J Parmar, Chest Physician, Papworth Hospital, Cambridge  
 Dr J Smith, BSHI representative 
 Dr H Spencer, Chest Physician, Great Ormond Street Hospital, London 
 Dr R Thompson, Chest Physician, Queen Elizabeth Hospital, Birmingham 
 Mr R Venkateswaran, Surgeon, Wythenshawe Hospital, Manchester 
 Ms S Watson, Commissioner, NHS England 
   
IN ATTENDANCE:   
 Miss T Monday, Clinical & Support Services, ODT 
 Dr J McGuinness, Surgeon, Mater Misericordiae University Hospital, Dublin  
                 (Observer)  
APOLOGIES: 
 Mr S Clark, Surgeon, Freeman Hospital, Newcastle  
 Prof D Collett, Associate Director of Statistics & Clinical Studies, NHSBT 
 Prof S Fuggle, Scientific Advisor, ODT 
 Mr A Hasan, Paediatric Surgeon, Freeman Hospital, Newcastle 
 Mr M Knight, Lay Member Representative 
 Dame J McVittie, Lay Member Representative 
 Prof J Neuberger, Associate Medical Director, ODT 
 Ms T Norman, Department of Health 
 Ms H Tincknell, Lead Nurse - Recipient Co-ordination, ODT 
 Prof N Yonan, Surgeon, Wythenshawe Hospital, Manchester 
 
   ACTION 
1 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA – 

CTAG(14)S14 
 

1.1 There were no declarations of interest.   
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2 MINUTES OF THE MEETING HELD ON                                

TUESDAY 29TH APRIL 2014 – CTAG S(M)(14)1 
 

   
2.1 Accuracy  
 The minutes of the CTAG Shared Issues meeting held on         

Tuesday 29th April 2014 were approved as a correct record, subject to 
the following: 
• Minute 3.1.1.2, 3rd bullet point, should read ‘Benefit of lung 

transplantation for Cystic Fibrosis patients’ as opposed to hearts. 
• Minute 11, 2nd bullet point should read: ‘A Yates confirmed that the 

use of fax communication from the Duty Office will cease, except for 
fast track offers, where fax is still currently in use in some centres.  
EOS can be accessed through any standard laptop or desktop. 

 
T Monday 

   
2.2 Action points – CTAG S(AP)(14)2  
   
 All actions were either completed, in hand, or on the agenda.  
   
2.3 Matters arising, not separately identified  
 There were no other matters arising.  
   
3 ASSOCIATE MEDICAL DIRECTOR’S REPORT  
   
3.1 Developments in NHSBT  
 G Mandersloot as National Lead for Donor Optimisation came to the 

end of her contract in July.  She has decided to take a year-long 
sabbatical from her position at Barts and the Royal London (starting 
from the 1 September 2014) to work in South Africa, helping them to 
establish an organ donation programme.  Grateful thanks were 
expressed for her hard work on the Scout Project.  Her NHSBT post is 
not going to be refilled; there will however be a new bioinformatics 
position - anyone interested should contact J Dark. 

 

   
3.1.1 Update from SOAG review – Format of CTAG:  
   
3.1.1.1 ToR for CTAG – CTAG(14)S15  
 S Tsui referred to section 1.3.2 of the ToR, and reported that further 

details have been added to the role of Deputy Chair.  The incoming 
CTAG Chair will appoint their own deputies, and these deputies will 
leave office if they cease to be their own unit representative. 

 

   
3.1.1.2 CTAG Clinical Audit Group  
 The Clinical Audit Group has been re-structured and the members are 

as follows: N Banner (Chair), M Burch (Paediatrics), J Lannon,             
J Parameshwar (MCSD), R Thompson (Lungs) and R Venkateswaran 
(Donors).  There will be four meetings each year, and N Banner 
expressed his thanks to those involved in the first meeting which was 
held on 21st August. 
There will be two CTAG Clinical Audit Fellows: one funded by NHS 
Scotland, the other funded by NHS England.  The Scotland-funded 
Fellow will be based in Glasgow looking at ‘Primary graft dysfunction 
(PGD) after heart transplantation’ with N Al-Attar as the supervisor.  
The England-funded Fellow will be based in Cambridge, and the 
selected project is the ‘Scout programme assessment and advanced 
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donor optimisation’ subject to the scout project continuing.  The 
supervisor for this project is S Tsui. 
N Banner reported the following: 
• Annual report to NHS England: NHSBT are now solely 

responsible for producing the report.  This uses a new format and 
includes additional information compared with previous reports 
produced by the Royal College of Surgeons.  A draft of the first 
report in this format has been circulated to unit directors for 
comment, and the final version is now being prepared.  Previous 
reports used to include VAD activity; under the new format, a 
separate stand-alone VAD report will be produced in December. 

• Primary graft dysfunction (PGD) after heart transplantation: 
Data is still awaited from several units for this project.                     
Dr Chris Rogers is working on the analysis.  In the discussion,        
N Banner reported that one of the projects for the new clinical audit 
fellow (Scotland) is to apply the ISHLT definition of PGD in the UK 
heart transplant, and it is hoped that IT will be able to incorporate 
the parameters into the NHSBT database for future studies. 

• Long-term VAD outcomes: J Lannon has been working on the 
analysis regarding the outcome of LVAD patients, being led by        
J Parameshwar.   

• Outcome of listing for lung transplant patients by disease 
group: S Tsui emphasised that this should be a CTAG-led project 
and that Dr Sheila Ramjug’s role is as an observer.  She will be able 
to use some of this information for her thesis.  J Parmar is arranging 
a telecon to discuss the project proposal. 

• Joint US/UK CF manuscript: Project lead: S Clark – manuscript 
provisionally accepted by AJT but revisions requested relating to 
socio-economic factors and so it needs additional work, however the 
first review has been largely positive. 

• Effect of ischemia time on one-year survival post lung 
transplant: This project has been presented to ISHLT in April 2014 
and a paper will be written this autumn after further work is done on 
the risk-adjustment model.  

• Ischaemia time monitoring: R Venkateswaran has put forward an 
audit to record the various components of total ischemia time as a 
rolling audit.  J Lannon is currently looking at data completeness.  

• Duration between Brain Stem Death (BSD) and retrieval: A 
project is underway which analyses the impact of the duration 
between BSD and retrieval upon organ function, organ utilisation 
and post-transplant survival.  R Venkateswaran, J Dark and             
J Lannon have arranged a telecon meeting and will be taking this 
forward. 

• VAD data sharing agreement between IMACS and EUROMACS: 
This is almost complete and some paperwork needs to be signed off 
regarding the collaboration between EuroMACS and IMACS.   

• Standard NHSBT datasets on the ODT website: There is a 
requirement for NHSBT to make available standard datasets for 
each organ transplanted through the ODT website.  A pilot is to be 
run with liver transplantation in 2015. 

• Congenital Heart Disease: It would be interesting to audit activity; 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

J Lannon / 
J Dark 
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there are a lot of these patients at paediatric centres as well as lots 
of adult patients.  A proposal from M Burch at GOSH is being 
developed. 

• Updating the heart and lung post-transplant survival models: 
Over the next year J Lannon and Esther Wong will be updating the 
risk adjustment models for post heart and lung transplant survival. 
These will be used in the future Annual Reports to NHS England 
and will form the basis for outcome modelling projects. 

   
3.1.2 New appointments  
 Refer to minute 4.1.  
   
3.2 Governance issues  
 There has been a decline in the number of DCD transplants performed 

since April 2014.  Heart transplant activity has also been a source of 
concern as these are down by approximately 20% so far this year; 
donor lungs are 6% down on last year, despite the fact that the profile 
of donors appear to be maintained. 
The one-year scout pilot officially ended on 31st March 2014.  However, 
centres were expected to continue with scouting pending decisions 
from NHSBT.  Feedback from Transplant Unit representatives 
highlighted that retrieval team members are stretched and without 
formal commissioning, the scout programme will be difficult to sustain - 
this has been fed back by NHSBT to NHS England at a meeting last 
week.   
S Watson reported that she has been tasked with others to look at 
resource at transplant centres and the number of transplants being 
performed.  This information will be discussed at a meeting between 
NHSBT and NHS England in November.  However, the NHS England 
budget for specialised services is currently significantly overspent. 
However it was agreed that a fair and transparent funding mechanism 
should be implemented if possible to do so.  It was confirmed to the 
meeting that NHSBT’s budget comes from the DH and other devolved 
administrations and not from NHS England. 

 

   
3.2.1 Incidents for review  
 There are approximately 30 to 40 incidents reported per month, and 

there are slightly more incidents where the heart is the only organ 
mentioned.  Members were reminded to report all incidents via the 
ODT website – there is a link on the home page. 

 

   
3.2.2 Clinical Governance report – presentation  
 J Dark presented details of some incidents reported to ODT over 

recent months. 
 

   
3.2.3 Peer Review – CTAG(14)S21  
 NHSBT has committed to a Peer Review to achieve shared good 

practice and learning, at all levels, about different models of care at 
different centres.  NHS England has established a Peer Review Team 
and will carry out Peer Review for cardiothoracic transplantation as a 
pilot scheme, and subsequently, we hope, extend to the other SOAGs.  
A self-assessment form for centres will be available for download on 
their website,  
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Peer Review will be undertaken by clinicians, patients and 
representatives from allied professions (not necessarily  CTAG 
members) together with one of the Peer Review Team and is then 
written up the same day.  This report will then be submitted to NHS 
England and CTAG.  There is a meeting scheduled for November to 
draft the assessment criteria which will then be circulated to CTAG and 
CRG for approval. 
Training for reviewers will be taking place in late November/early 
December, and CPD points are available for this.  Review visits will 
take place over a 2-4 week period early next year and the results fed 
back to CTAG in April 2015.  Adult and paediatric teams will have 
separate reviews. 
Unit representatives are asked to inform their respective colleagues 
including nursing staff.  Approximately 30 reviewers are required from 
different centres to achieve a large enough pool of reviewers.  Those 
who apply for training will not necessarily obtain a place.  Trained 
reviewers may not necessarily be asked to conduct a review in the first 
year 
K Collins confirmed that NHS National Services Scotland would like to 
be involved in the process for the UK.  There is a meeting at the GJNH 
on 28th October 2014 and this will go ahead as planned.  S Tsui has 
agreed to attend this forthcoming Peer Review meeting in Glasgow. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Centre Reps. 
 

   
3.3 Centre specific reports  
 This is an annual report which is submitted to NHS England; and will 

be published online on the ODT website soon.  This report replaces 
both the annual audit report previously produced by the Royal College 
of Surgeons, and also the Centre Specific Reports currently published 
on the ODT website. 

 

   
3.4 IT progress report – CTAG(14)S17  
 Members received a report summarising further progress made since 

the last report in March 2014 on information technology project 
implementation within ODT.  Refer to minute 3.6. 

 

  
 

 

3.5 Roles and Responsibilities of Chairs and Members of NHSBT 
Advisory Groups, National Retrieval Group and National Organ 
Donation Committee – CTAG(14)S18 

 

 The CTAG workplans presented at each meeting have been in place 
for many years which summarises all of the work going on mainly from 
a statistical support viewpoint.  A high level workplan has been 
requested by NHSBT from each SOAG.  The new workplan should 
incorporate operational issues, CTAG’s strategy, and what CTAG 
hopes to achieve in the next 3-5 years in a broad sense.  The new 
workplan needs to be completed by the end of September.  CTAG’s 
current list of projects will be included, however if members have 
additional suggestions, please email S Tsui by 30th September. 

 
 
 
 
 
 
 
 

All 
   
3.6 CTAG Link for Business Change Delivery  
 NHSBT has presented CTAG with a number of changes including the 

creation of a central hub to replace the existing Duty Office, plus other 
initiatives.  NHSBT are very keen to engage with stakeholders to 
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ensure good two-way communications.  Each Advisory Group has 
been asked to nominate a link person who is interested in Business 
Change proposals and projects – IT knowledge is not essential as it is 
principles which need to be considered and communicated.  Anyone 
interested should email S Tsui within the next 10 days to volunteer 
themselves.  

 
 
 
 

All 

   
4 STATISTICS AND CLINICAL STUDIES REPORT  
   
4.1 Summary from Statistics and Clinical Studies – CTAG(14)S19  
 A paper from Statistics and Clinical Studies summarising recent 

presentations, publications, current and future work, was received by 
members. 
Main points highlighted: 
• DCD Kidney Allocation Scheme went live.  Lisa Bradbury has taken 

over responsibility for co-ordinating work in kidney donation and 
transplantation. 

• Rachel Johnson has been seconded to the position of Assistant 
Director – Governance and Clinical Effectiveness for a six month 
period from August 2014.  During this period D Collett will attend the 
Advisory Group Chairs meetings in her place. 

 

   
4.2 Update on fast track scheme – CTAG(14)S20  
 Members received a report summarising fast track offer activity for the 

last two financial years, 1st April 2012 to 31st March 2014.  Although the 
fast track scheme is only used infrequently, the scheme is worth 
keeping if it means that a few extra organs are transplanted. 

 

   
5 UPDATES FROM SUB-GROUPS:  
   
5.1 UK Scout pilot project update  
 The analysis of the one-year Scout pilot project has now been 

completed.  Of all the eligible cardiothoracic donors, 90% of these were 
located within a Scout zone; amongst those within a Scout zone, 68% 
were scouted.  There could be many reasons why 32% within the scout 
zones were not scouted, including that the team were already busy 
retrieving, a scout was not requested/required by the SNOD/ITU or that 
scouts were screening the types of donors they attended. 
In scout zones, scout attendance rates were higher for taller donors 
and donors with no history of diabetes.  The transplant rate of donated 
hearts within scout zones was higher for those that were scouted (44%) 
compared to those that were not (27%).  However, the transplant rate 
of donor hearts from donors located outside the scout zones was 49% 
which was difficult to explain.  During 2013-14, the number and 
percentage of donor hearts transplanted were both significantly greater 
than previous years but whether there is a direct link between the scout 
project and these increases was inconclusive.  
J Lannon conducted a survey of CLODs and SNODs, ICU teams, 
managers, scouts and retrieval teams, of which 132 responded.  The 
overall response was positive with 85% of respondents supporting the 
continuation or extension of the scout programme.  However, 6 out of 
10 scouts and 3 out of 22 retrieval surgeons felt that scouting should 
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cease – one of the reasons could be because of the extra responsibility 
added to NORS team members since there was no additional 
personnel to support the scout pilot at most centres.  
During the scout pilot, NHSBT funded the travel and consumables, but 
not additional personnel.  However, all NORS teams are commissioned 
to provide a 24/7 retrieval service.  Abdominal NORS teams are out 
attending donors 40%-70% of days whereas cardiothoracic NORS 
teams are active for only 20-30% of days.  Therefore, cardiothoracic 
teams are expected to have the capacity to take on scouting within the 
existing structure. 
The Scout Steering Group meeting chaired by Rutger Ploeg met on     
10th September to discuss next steps.  Even though the data were 
inconclusive, there are positive signals in favour of continuing with 
scouting.  Moving forwards, it is important to ensure that relevant data 
is collected to assess what scouts actually do and how they might 
contribute towards increasing the chances of donor organs being 
transplanted.  J Lannon is looking at the number of donors required to 
analyse whether scouting is worth pursuing as a second phase.  Phase 
2 should consider both hearts and lungs, and scouts should spend 
equal effort on optimising the function of both organs.   

 
 
 
 
 
 
 
 
 
 

   
5.2 Patient Support Group update – CTAG(14)S22  
 The first Patient Support Group meeting took place in February 2010. 

Thereafter, there was a long gap until the second meeting which took 
place on 30th July 2014.  The next meeting is scheduled for              
12th November.  Although attendance was reasonable in July there 
were only four patient group members; centre representatives are 
asked to encourage their patient support group members to attend. 
Going forward there will be a minimum of one meeting per year.   

 
 
 
 

Centre Reps. 

   
6 ALLOCATION ZONES  
   
6.1 Zonal activity – CTAG(14)S23  
 Members received a standard annual paper reviewing adult 

cardiothoracic zonal activity between 1st April 2011 and                      
31st March 2014, including DCD lung activity.   
Overall the revised zonal arrangements appeared relatively satisfactory 
for heart donation and transplant activity in 2013/14, but there is some 
imbalance in the lung donation/activity.  Adjustment of the zonal 
boundaries to achieve equity is discussed in the next agenda item. 

 

   
6.2 Allocation zonal boundary changes – CTAG(14)S24  
 A paper describing the proposed changes to the cardiothoracic 

allocation zones was received by members.  The Allocation Zone 
Working Group (AZWG) agreed the methodology in April 2014, which 
has now been adopted and the results presented in this paper.   
The assignment of Leeds hospital to the Glasgow zone was 
questioned.  This will be addressed offline.  
J Parmar highlighted that the method does not account for waiting list 
mortality and so could this disenfranchise sicker patients.  The option 
of applying weighting according to diagnosis had been considered by 
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the AZWG.  However, since the national Urgent Lung Allocation 
Scheme had been agreed, this is likely to address the needs of the 
more urgent patients.  As a result, it was decided that the zonal 
boundary calculation would not take into account the diagnosis in the 
first instance.  Members approved implementation of the revised zones 
in Autumn 2014.   

   
7 FEEDBACK FROM OTHER MEETINGS  
   
7.1 Congenital Heart Disease Review meetings  
 N Banner reported that there has only been one commissioning 

meeting since the last CTAG meeting.  The consultation was launched 
on 15th September and will run until 8th December.  The consultation 
document and other related materials can be accessed using the 
following link: http://www.england.nhs.uk/ourwork/qual-clin-lead/chd/  

 

   
7.2 National Retrieval Group (NRG) feedback – CTAG(14)S25  
 R Venkateswaran attended the NRG meeting on 27th June on behalf of 

CTAG.  Roberto Cacciola had previously produced a document to 
discuss retrieval delays and highlighted the importance of 
communication between the NORS teams.  NRG suggested that one 
person at each recipient centre to act as the point of contact.  This will 
usually be the recipient co-ordinator.  R Cacciola will be editing the 
document to reflect changes discussed and submit to the next NRG 
meeting. 
Confirmation is awaited from S Clark regarding the number of 
cardiothoracic retrievals to be undertaken by retrieval surgeons in a 
year to maintain competency for the Grandfather Clause.  This figure is 
estimated to be five or six per year for cardiothoracic however 
clarification is required around whether this includes both DBD and 
DCD retrievals, heart only, lung only or either, primary surgeon &/or 
supervised cases as well etc. 
It was noted that for cases of retrieval involving the OCS, the 
responsibility to retrieve remains with the zonal NORS team as there 
are no reimbursements for cardiothoracic teams retrieving out of zone. 
Recipient team(s) wishing to use the OCS to maintain the donor organ 
during transport may do so. 
Post-meeting clarification from NRG:  

• A surgeon has to retrieve (under supervision) 10 lung and 10 
heart for CT retrieval certification within a timeframe of 18 
months. 

• To maintain competence, a surgeon certified for retrievals 
should have ‘involvement’ in a minimum of 5 retrievals per year 
(as lead or supervising a trainee, heart or lung). 

 
 
 
 
 
 
 
 
 
 
 

   
7.3 QUOD update  
 R Venkateswaran reported on a document regarding the quality and 

use of organs.  A study on the outcome of heart transplantation is 
planned and will be discussed at the next CTAG Clinical Audit meeting. 
 
 

 

   

http://www.england.nhs.uk/ourwork/qual-clin-lead/chd/
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8 TRAINING  
   
8.1 Cardiopulmonary retrieval training/certification  
 R Venkateswaran reported that the ISCP have now approved this 

programme.  The Organ Retrieval Masterclass are happy to support in 
this year’s course.  R Venkateswaran and C Sudarshan will both be 
teaching again at this year’s course.  

 

   
8.2 Cardiothoracic input into the NORS Retrieval Course  
 Funding has been secured for an e-learning module to complement the 

existing abdominal version. 
 

   
9 Offering times  
 The ratio of abdominal retrieval activity against cardiothoracic retrieval 

activity is 3:1.  Abdominal retrieval is carried out alone the majority of 
the time and when a cardiothoracic team is involved there is often a 
demand for specific timing which the abdominal team is not used to 
and requires good communication.  To ensure an efficient process it is 
important for all teams to be reminded of the importance of accurate 
communication, especially if more time is required. 
Currently, 45 minutes is given to consider a first offer; this offer will go 
provisionally to the next centre in line.  If the first team turns down the 
offer the second team is then given 30 minutes to consider the offer.     
S Tsui suggested reducing the 30 minute time slot to 15 minutes which 
would allow the heart to be offered to more teams (if required) in a 
shorter amount of time.  J Lannon and S Tsui will be drafting a 
document proposing a tighter offering time system which will be sent to 
centre reps for discussion. 
There was concern raised in the responsibility of the Duty Office 
managing the timing of offers to centres, and that maybe it would be 
more efficient for the SNOD to do this from the donor hospital.     

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
10 Heart/Lung offering – CTAG(14)S26  
 Members received a summary of heart-lung block offering, for 

clarification.  A Hudson confirmed that the Duty Office would be 
interested to implement this. 

 

   
11 FOR INFORMATION ONLY  
   
11.1 Transplant activity report: August 2014 – CTAG(14)S27  
 Received and noted.  
   
11.2 Update on Patient Consent Scheme – CTAG(14)S28  
 Received and noted.  
   
11.3 Cardiothoracic activity report by zone/centre – CTAG(14)S29  
 Received and noted.  
   
11.4 Scout Pilot Project Analysis – CTAG(14)S30  
 Received and noted.  
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12 ANY OTHER BUSINESS  
   
12.1 • Congenital Heart Review: N Banner reported that there has been 

concern regarding the provision of heart transplantation for adult 
recipients with congenital heart conditions as it appears that most of 
these procedures are carried out by the Newcastle team.  However,  
their overall volume is quite small and may not meet the future 
standards.  Although heart transplant was out of scope with the 
review, it is important that the reviewers are made aware of what 
NHSBT wants. 

• CQUIN: The next CQUIN meeting is on 13th November 2014. 

 

   
13 Date of next meeting  
 Dates of CTAG meetings in 2015: London venue, to be confirmed. 

• Thursday 30th April 2015 
• Thursday 24th September 2015 

 

   
 

September 2014 


